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The chance association of cholelithiasis and gastro-intestinal bleeding must be not uncommon, but for the bleeding to be caused by the gall stone and to be of sufficient degree to necessitate blood transfusion is rare.
Mrs. A.P., aged 62 years
This patient was admitted to the Queen Elizabeth Hospital on May I9, I956, with a complaint that for three days previous to her admission she had been passing tarry stools and on the day of her admission she had vomited blood to the extent of half a pint. Prior to her admission for io Chest X-ray was normal apart from a small translucency in the lingula, which was thought to be a lung cyst. Cholecystogram showed no contraction or opaque gall stones in the gall bladder and the gall bladder was presumably non-functioning. I.V.P. showed normal renal outlines and no enlargement of the right kidney. Barium meal showed no evidence of neoplasm or peptic ulcer, but there was some irregularity in the oesophagus extending up to the aortic arch, which was thought to be due to oesophageal varices.
In view of the previous history of abdominal pain and recent haematemeses, laparotomy was undertaken on June 7, through a paramedian incision, which revealed a mass in the gall bladder adherent to the duodenum. The liver was not enlarged, but was displaced downwards and looked normal. The spleen was not enlarged and the mesenteric vessels were normal in size. The mass formed by the adherent duodenum and gall bladder was very hard and was thought to be a malignant condition. In order to determine the site of the bleeding it was decided to open the duodenum and this was opened at the level of the first part and the incision extended across the pylorus into the stomach. In the upper end of the second part of the duodenum on the lateral wall, where thl gall bladder was adherent, there was an ulcerated area which seemed to be due to the mass in the gall bladder eroding through into the duodenum. No other site of bleeding was found in the stomach or duodenum. There was no evidence of gastrostaxis. The nature of the mass in the gall bladder was still undetermined.
On opening the gall bladder there was discharge of about a drachm of thick pus and the hard mass in the gall bladder was found to be due to an enormous gall stone about a hen's egg in size, which was eroding into the duodenum. Owing to the dense adherence of the gall bladder to the duodenum and surrounding centres, it was thought unwise to try and remove it, so the stone was evacuated piecemeal. Only a very thin viable membrane remained between the lumen of the duodenum and the lumen of the gall bladder and it seemed beyond reasonable doubt that the site of the haemorrhage in this case was from this eroding gall stone. The incision in the stomach and duodenum was closed transversely and a large tube placed in the gall bladder and the abdomen closed.
The patient made an uninterrupted recovery from operation.
She was seen subsequently in Out-patients. A barium meal was carried out and this showed the oesophagus, stomach and duodenum were all normal, but a fluid level was found lying lateral to the descending part of the duodenum, which must have been in the gall bladder and through the fistulous communication between the gall bladder and duodenum.
The presence of a fistula was further confirmed by the demonstration of air in the hepatic ducts.
When she was last seen in Out-patients the fistula had closed and she was discharged. She had had no further haemorrhage.
Discussion
Erosion of the duodenum by gall stones is well known; it is usually a silent process and only comes to light when an operation for gall stone ileus is carried out.
Why in the case reported above erosion was associated with haemorrhage is not obvious, but three reasons may be put forward:
i. The enormous size of the gall stone caused the necrosis of a large area of duodenal wall.
2. The inability for reasons of size for the stone to pass into the lumen of the duodenum resulted in long-continued irritation of the duodenal wall.
3. The superadded sepsis (pus was found in the gall bladder) may have increased the rate of ulceration, so that small vessels did thrombose as they normally would with a simple pressure necrosis.
An attempt to find a similar case reported in the literature was unsuccessful. 
